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Introduction
Oleja (2003:1) define health Seeking Behaviour as "any action undertaken by individuals who perceive themselves to have a health problem or to be ill for the purpose of finding an appropriate remedy". Given any community, their health seeking behaviour will affect utilisation of the health services available to them (Musoke et al., 2014) . Understanding users' health seeking behaviour is essential if policy makers are to design services that are customised to the needs of the target communities such as university students. In addition, examining users' health seeking behaviour would improve access and quality of care (Afolabi et al., 2013) . Researchers have documented variables affecting health seeking behaviour and these include predisposing factors such as gender, age and education; enabling factors such as income, access to health insurance and availability of health services; need factors such as the health status; and cultural factors such as religion (Babitsch, Gohl & Lengerke, 2012) .
Uganda is a low income country with a per capita income of about United States Dollars 788 (NPA, 2015) . The population of Uganda is about 37 million people of which 28 % are young people aged between 15 and 29 years, and only about 4.3% of the population have attained tertiary education (UBOS, 2016). In general, health services in Uganda, and particularly in hospitals and private clinics, are pro-rich rather than pro-youths to reflect the demographics of Uganda's population (Abewe, Kwesiga, Zikusooka 2012) . Studies on health seeking behaviour among young people in Africa are few and yet the majority of Uganda Christian University (UCU) students are young adults aged between 19 and 25 (Otwombe et al., 2001 ; UBOS, 2012). Regarding health seeking behaviour of
Methods
This was a cross-sectional mixed design study. Uganda Christian University has five campuses which include the main campus at Mukono, Kampala campus in Kampala city, Arua campus to the north and University Colleges at Kabale to the south west and Mbale to the east. This study was limited to students at the main campus in Mukono. This is where the biggest population of UCU students are, and where a more comprehensive health system consisting of a health centre level two with a referral system to tertiary health facilities in Kampala. Each of the other campuses has a clinic but these are not integrated with the health system at the main campus.
The population under study was students in all programs at the main campus of Uganda Christian University in the January Semester to April 2015 also known as The Easter Semester. The total number of students varies per semester but UCU has a modern data centre where students' records are captured according to gender, age, program and other variables. The total number of continuing students registered with UCU data centre for the Easter Semester (January to April 2015) was 3,300. New students were not included in the study.
Sample size determination
A representative sample to enable generalisation of findings was selected using probability sampling. For the sample size, the following statistical considerations were made: i-Confidence of 95%, ii-Margin of error of 5%. This was the acceptable level of risk (Naing, Winn & Rusli, 2006) iiiPopulation proportion of 0.5 which gave the largest sample. It was applied since the actual proportion of the UCU students possessing variables of interest was unknown (Lwanga & Lemeshow, 1991) . Using the following formula by Daniel 1999 (Naing, Winn & Rusli, 2006) Texila International Journal of Public Health Volume 6, Issue 3, Sep 2018 a sample of 424 students was calculated as follows: n = Sample size Z= For the level of confidence of 95%, by convention Z value is1.96 P= is the population proportion possessing variables of interest which in this case was 0.5 since the actual proportion was unknown.
d= is the margin of error which in this case was 0.05 (Lwanga & Lemeshow 1991) . Using the above statistical considerations and formula, a sample of 384 was calculated and 10% added to cater for the possibility of non-response or poorly filled questionnaires. Thus, a sample of 424 students was targeted in this study.
Sampling procedure

Inclusion criteria
The program duration at Uganda Christian University ranged from 3 years (six semesters) to four years (eight semesters). Students in the 2 nd to 8 th semesters at the university, and who were registered with the data centre in the Easter Semester of January to April 2015, were included in the sample. Students from the 2 nd semester onwards were expected to have been exposed to the UCU health system and it was assumed that they had objective experiences to share in this research.
Sampling
Stratified sampling was done to improve representation. A record of all the UCU registered students meeting the selection criteria was obtained from the UCU Data Centre at Mukono. The records of students in the sampling frame from the data centre were according to the programs offered. In each program, students were stratified according to gender; and thereafter, systematic sampling was applied after working out an appropriate sampling interval in each of the programs according to the proportion of students in it. Gender stratification was done to ensure accurate representation because gender is known to influence health seeking behaviour (Rahman, 2016) . The sample aimed at a ratio of 52:48 female to male to reflect the distribution of sex among UCU students.
Data collection techniques
Questionnaire as the tool for data collection A structured pre-tested questionnaire with content adapted from other similar published studies was used (Boltena et al., 2012) . It was a self-administered questionnaire where most questions were closed. Some open-ended questions were also included to enable qualitative data collection.
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Data collection
Selected students who consented to participate in the study were contacted by mobile telephone and a hard copy of the questionnaire delivered by hand to them at an agreed time convenient to the student. The filled questionnaires were checked for completeness and then filed until the time of analysis.
Data analysis
Quantitative data from the questionnaires were entered into SPSS version 16.0 for Windows. Categorical variables were summarized into frequencies and percentages. Cross tabulation of some key variables was done and findings displayed with contingency tables. To detect differences, pvalues from Pearson Chi-Square tests were used. The qualitative data in the questionnaires was analysed by manual content analysis and presented descriptively. ISSN: 2520-3134
Ethical consideration
To ensure protection of respondents, the protocol for the study was reviewed and approved by the Uganda Christian University Ethics Committee before data collection. Confidentiality was ensured by use of self-administered questionnaires which did not capture names of respondents.
Results
Response rate
During data collection, a sample of 424 students was targeted and an equivalent number of questionnaires were delivered by hand to the selected students. Approximately 350 questionnaires were returned and of these, after cleaning and preparation for analysis, 320 questionnaires were found usable giving a response rate of about 76%.
Demographics of respondents
These are presented in table 1. The majority of respondents were either residing off campus in private hostels, homes or renting rooms (52%). Only 48% of the respondents resided on campus or in hostels outside campus but affiliated to UCU (privately owned but jointly managed by university administration and the owners). Fifty-eight per cent of respondents were female with the majority aged 20-25 years. Majority of respondents had urban (51%) or peri-urban (23.4%) areas of origin. The predominant academic discipline was social sciences (46.6%) and the commonest religion in the sample was Christianity (92.0%) with the Anglicans being the majority denomination (53.8%).
Highest formal education attained by household heads
The majority of respondents (80%) came from households where the head had post-secondary education. Table 3 shows the findings on respondents self-perceived health where the majority of the participants perceived their health as either good or excellent (86%). However, there is a difference between the male and female respondents regarding their self-perception of health. The male respondents (11%) rated their health as either fair or poor compared to 15% of the females. Additionally, 51% of the male rated their health as either very good or excellent whereas only 42% of the female did so. The female respondents perceived their state of health differently from the male (p = 0.026).
Respondents self-perceived health
Cross-tabulation of sex by previous need for medical attention
The data in table 4 shows that the previous need for medical attention was significantly higher among the female (79% and p-value of 0.016) than the male (67%). Previous medical need in this study meant there was 'need for medical attention in the previous or current semesters in reference to the time of study'.
The most frequent medical attention needed was a combination of medical examination and treatment of the diagnosed condition.
Cross-tabulation of health facility visited by respondents who needed medical attention and respondents' residential status
The majority of respondents, 185(78%), who needed medical attention visited Allan Galpin Health Centre (The University's health facility). The students residing away from campus were more likely to use 'other' health facilities than the students residing on campus (p-value = 0.041) as communicated in table 6.
Distribution of respondents by 'who visited and received medical attention' vs 'who visited and did not receive' medical attention and reasons for not receiving medical attention (n=185)
About 29% of the respondents who visited Allan Galpin Health Centre did not receive any medical attention for the reasons summarised in table 8.
The most frequent reason for not receiving medical attention was the unavailability of the needed service (25%) at AGHC. However, long lines (23%), unkind health workers (19%) and lack of trust in the university health services (16%) were other important factors contributing to failure to access the needed medical service.
Unmet medical care needs and rationale
Data showed that 84 (26%) respondents had unmet medical needs and the most frequently mentioned reasons for the unmet need were:
iWaiting for the problem to go on its own (29% of total responses) ii-Unavailability of the needed service (21 % of responses) iii-Very long line at AGHC (16% of the responses) iv-Lack of orientation on how to register with AGHC (8%) and lack of trust in the AGHC services (6%)
Who decides where respondents go for medical care?
The majority of students (82%) in the study decided where to go when in need of medical attention. When the decision of where to go for medical care was made by either the guardian/parent or friends or the family doctor, the female students (table 10) were significantly more influenced (p-value =0.001).
Distribution of reasons and preferred choice for source of medical examination or treatment
Allan Galpin Health Centre was the preferred choice of medical treatment or examination for 47% of the respondents. The majority of respondents (53%) preferred other sources of health care with the leading 'other' source being the nearest health facility (30%).
Findings in table 12 suggest that the most frequent reason for the first choice of health care source is convenience or easy access. This was the main reason among those who chose drug shop, AGHC and nearest health facility as their first choice. Other important reasons included the possibility of referral and a sense of entitlement (AGHC) as well as friendly services and private health insurance availability (where parents/guardians go).
Quality of information received by participants at orientation about UCU health services
In the sample, 224 respondents received information about UCU health services at orientation. Of the 224, only 58.1% received sufficient information to guide them in accessing health services. For the rest of the participants in this study, no information was received or what was received was not enough to guide in decision-making.
The most frequently mentioned information which was provided at orientation included emphasis on registration after which students could then access free treatment. Information on services provided at AGHC as well as emergency numbers to call in case of need of Ambulance was available too.
Discussion
Response rate
The response rate in this study was 76%. This response rate does not deviate much from what other researchers have found in studies at the individual level and from the suggested norm of 60+/-20% (Baruch, 1999) . However, non-response is known to introduce bias in the findings and it may cause loss of power to detect effects because of the reduction in the sample size (Isaac et al., 2015) .
Demographics of respondents
The age distribution was similar to the official age range for university students in Uganda. 9 There was, however, some variation regarding distribution by gender where the ratio of female to male was found to be 59:41 and yet in the UCU data centre, it is about 52:48. The sampling targeted a ratio of 52:48 (F: M) to reflect the sex distribution of students as in the data centre but the findings show that DOI: 10.21522/TIJPH.2013.06.03.Art019 ISSN: 2520-3134 more females than males responded. This might be due to the typical model of masculinity which assumes that men have little interest in their health, so may not be as interested as women in a survey like this one (Bogle, 2013) . The majority of participants were Christians (92.9%) and religion is said to affect health seeking by regulating behaviour and lifestyle choices in general (Babitsch, Gohl & Lengerke, 2012; Aldwin et al.,2014). Christians, for example, are not expected to use the services of diviners and they are expected to pray when feeling unwell which can cause delay in seeking health care. It is possible that some of the respondents who 'waited for the problem to go on its own' (table 9), were praying. Other than distribution of sex in the sample, demographics of the participants are similar to the typical UCU student, and therefore, based on this variable, the findings may be generalised to the UCU student population.
Education level of household heads at the home of participants
The distribution of household heads is very different from that of a typical male or female Ugandans where official statistics show that only 4.3 % Ugandan adults have post-secondary school education (UBOS 2016). In this study, 80% of household heads had post-secondary school education. This finding was similar to a study done at Mbarara University of Science and Technology (MUST) in 2012 where 74.6% of the students came from families headed by a person with post-secondary school education (Boltena et al.,2012) . High education of household heads might be explained by the fact that UCU is a private-not-for-profit university where parents/guardians meet the full cost, and therefore, it is largely those with reasonable means of income who sponsor students to this university. In addition, it is reasonable to expect parents with high education to try their best to enable their children to attain university education. Education is said to be associated with health seeking behaviour in Uganda and it is reasonable to assume that the parents/guardians of the participants in this study would influence the behaviour of the study participants directly or indirectly (UBOS, 2012). Indeed a number of students made statements like… "I am on insurance"; "when the parents recommend a doctor, there is comfort…"; "my parents are medical and so naturally I go to them when I am not well…". Such statements show the influence of parents on students' health seeking behaviour, which imply that behaviour modification interventions may be more effective when designed in collaboration with parents.
Self-perceived health of respondents
Self-perceived health by the male was higher than that of the female. Similar findings were reported in South Africa where the self-reported health by male adults was found to be rated higher than that of female adults in South Africa (Statistics South Africa, 2004). The study in Mbarara University of Science and Technology in 2012 also found that male students rated their health higher than female students (Boltena et al., 2012) . Poor self-rated health is associated with unmet health care needs and more frequent utilisation of health services (Isaac et al., 2015) . Boltena and others found that among students in Mbarara University of Science and Technology, there were more female with unmet medical care needs than the male. 18 In this study, the previous need for medical attention was found to be significantly higher (p-value of 0.02) for the female (79%) than for the male (67%), implying that the findings in this study did not differ from what Boltena et al found among MUST students in 2012. Self-perceived health does not necessarily reflect the actual health of a person but available literature suggests that it can be used as a marker to guide in modelling of health services utilisation. A disconnect between self-perceived health and reality calls for targeted messages to reduce it and improve health outcomes.
Kind of medical attention need
The majority of participants in the sample needed either a laboratory test (12%), medical treatment (16%) or a combination of medical examination and treatment (39%). This is consistent with statistics from AGHC, of the causes of morbidity which show that approximately 25% of the students who use the facility are diagnosed with malaria and about 28% are diagnosed with respiratory tract infections which require both examination and treatment with medical products. This is not different from statistics from the Uganda Ministry of Health where malaria and respiratory tract infections account for about 60% of morbidity seen in the outpatients departments of public health facilities in Uganda (UBOS, 2016). With the right interventions, these conditions are preventable, implying that disease prevention and health promotion activities would be of value.
Residential status of participants and health facility visited when in need of medical care
The majority of students who needed medical care (78%) used AGHC but statistical analysis comparing the student residential status and the health facility visited suggested that there was an association between these two variables with the students on campus more likely to use AGHC and the students off campus more likely to use other health facilities. These results are consistent with reasons given for the preference of medical care source. The students in this sample gave convenience as the most frequent reason for selecting the preferred source of medical care when they are in need. If one of the variables that affect convenience is assumed to be the distance to the nearest health care source, then the findings from this survey are consistent with published literature where it was found that distance travelled to the nearest health facility was an important determinant of health seeking behaviour in Uganda (Lawson, 2004) . Convenient location was also cited in literature as the most frequent reason for choice of provider among rural communities in Uganda (Konde-Lule, 2006). Many students said that they used AGHC because it was convenient and those who used other health facilities, the majority cited convenience as the major reason. AGHC was also used because it was seen as a pre-paid service with many students making statements like "it has already been paid for" or that "it is a free service" or that "this is the official recommended facility". Therefore, to improve utilisation, convenience should be factored in during the development of health systems.
Reasons for not receiving services from AGHC
Approximately 29% of the students who visited AGHC did not receive service and the main reasons cited being absence of the needed service, long lines and poor customer care as well as lack of trust in the services including inability to access relevant information about how to register. Literature asserts that attitudes of medical staff negatively affect access to medical care services in Uganda 
Reasons and proportion of students with unmet health care need in general
In terms of the proportion of students with unmet medical needs, a similar study found a larger proportion (40%) in comparison to 26% in this study, and students from the rural area tended to face more barriers to access health services (Boltena et al., 2012) . The proportion of the sample of students with rural as their area of origin in the study at MUST was 43.7% and yet in this study, the proportion of students from rural background was only about 25% (table 1) . This difference in demographic characteristics of students at UCU (fewer students with rural origin) might partly explain the lower proportion of students with unmet medical care needs (Boltena et al., 2012) . It was also found in this study, that majority of students (80%) came from homes headed by people with post-secondary school education which is also said to affect access positively (Boltena et al., 2012) . Regarding the reasons for unmet medical care needs, Boltena and others found acceptability (personal attitude towards illness, health care providers and health care system) as the major barrier and findings from this study are not dissimilar (Boltena et al., 2012) . The reasons for unmet health care needs require investment by the university to improve the comprehensives of the services provided to reduce referrals, cut costs and improve convenience.
Who decides where students go for medical care?
The majority of students in this study (82%) decided where to go when in need of medical care and this is not surprising because, in general, need for autonomy defines youth and the majority of participants in this study (78%) were below 25 years of age (UNESCO, 2016). On the other hand, consulting with friends and parents could also happen because youths tend to seek for help from people who are close to them more often than they contact the formal health system (Ssewanyana et al., 2004) . Girls may be more influenced than boys as the case was in this study where females were DOI: 10.21522/TIJPH.2013.06.03.Art019 ISSN: 2520-3134 significantly more influenced than males with a p-value of 0.001 (Mackian, 2003) . Since the majority make decisions regarding where to go, it may be useful to intensify efforts to provide young people in educational institutions with relevant health information so that they make informed choices regarding their health seeking behaviour.
Reasons and first choice for source of medical examination or treatment among respondents
When given an opportunity to choose, majority of the participants in this study (53%) would go to other health care facilities, other than the university health facility. Bearing in mind that for many students in the sample, the most frequent reason for their preferred choice of health care source was convenience (table 12) , and that most students resided off campus (about 52%), it is not surprising that the majority preferred other sources especially the nearest health facility (30%).
Preference of nearest health facility is consistent with what other researchers found, where the probability of seeking formal health care in Uganda, decreased with distance (Afolabi et al., 2013; Konde-Lule). Students made statements like "the nearest health facility gives results in a short time" or "when I am off campus and I am badly off, the nearest health facility is the solution". Such statements implied that they attached more value to convenience than other variables like out-ofpocket expense. First choice was also influenced by other reasons including the option for referral (16%), access to private health insurance which biases them to specific health facilities (4%) and friendliness of service providers (5.9%) as well as the fact that services at AGHC were pre-paid (13%). The implication of this is that since the university has resident and non-resident students, it may be worthwhile considering provision of alternative arrangements, including health insurance where students may access services from health facilities of their convenience.
Information received about UCU health services during the respondents' orientation in the first semester at the university
Approximately 42% (table 13) of participants in the study did not receive sufficient information to guide them in decision-making regarding how to use UCU health services and yet acceptability depends on information and attitudes regarding health care services (Boltena et al., 2012 ). There are many variables which are associated with health seeking behaviour but information availability is one of the variables which influence an individual's health seeking behaviour (Zikusooka et al., 2014). Lack of information was one of the barriers to formal health care seeking among a university community in Nigeria (Afolabi et al., 2013) . Lack of information may have contributed to the 26% of students with unmet medical needs among UCU students. This is confirmed by the type of information said to have been provided including the need to register with AGHC before accessing services; emergency numbers to call; location of AGHC and the essential services available. Such information, if not provided, would likely affect access.
Recommendations by participants
Participants in this study when asked for three important changes, they frequently recommended widening the scope of, reducing waiting time, improving customer care and increasing working space (table 15) . These suggested changes were consistent with reasons put forward by the participants for failing to receive services when they visited AGHC. These recommendations call for review of the university health system with these concerns in mind.
Conclusion
The main objective of the study was to identify and describe Uganda Christian University's students' health seeking behaviour and its rationale. The findings would inform the development of accessible and quality health services which meet the needs of students in UCU and similar institutions. The majority of students at Uganda Christian University come from urban (51%) or periurban (23.4%) homes with heads of households who have post-secondary school education (80%). Most students use Allan Galpin Health Centre which is Uganda Christian University main health facility and the service is prepaid. However, given choice most students would prefer other health facilities, especially those nearest where they reside for convenience purposes. The kind of homes from which the UCU students come, mean that some of them have access to private health insurance (4.24%), a percentage which is higher than the national average of fewer than 1% of Ugandans who have private health insurance (Zikusooka et al., 2014). The female respondents perceived their state of health differently from the male (p-value 0.026), and they had more unmet health needs. The barriers to the UCU health services include unavailability of the needed services such as eye and dental care, long lines at AGHC, poor customer care by health workers at AGHC, lack of trust in service, waiting to see if the health problem could resolve and lack of relevant information. Findings from this study are similar to findings from other similar studies in similar contexts in Nigeria and in Uganda (Boltena et al.,2012) ; Zikusooka et al., 2014). This implies that universities in similar contexts could draw lessons from these findings. The lesson from this study is that convenience in terms of proximity to where the students study or reside and short waiting times as well as an appropriate service mix/scope to minimise referrals should be considered when developing health care systems for institutions similar to UCU.
Limitations and recommendations for further study
This study focussed on individual behaviour and yet some authors assert that the designs of health systems and social cultural factors do affect health seeking behaviour (Zikusooka et al., 2014) In the sample size calculation, a 10% non-response was allowed for and therefore, a 24% none-response rate may have introduced selection bias and it may also have reduced the power to detect effects. A more comprehensive study covering the environmental factors, health systems design and individual characteristics as well as a larger sample is recommended.
Recommendation
1. The leadership at UCU, and in particular the management of the university's health system, could do a cost benefit analysis to determine whether it is better to increase comprehensiveness of services, or to refer the students for services such as eye and dental care. 2. The management of AGHC could plan to do a Workload Indicators of Staffing Need (WISN) study to determine if the current staffing level is adequate for the workload at UCU (WHO, 2010). Trainings in time management and customer care to improve efficiency, reduce the waiting time and improve users' satisfaction should be considered. 3. There is need to develop a comprehensive information booklet on how to access AGHC services.
The booklet could be uploaded online and some hard copies distributed to all the new students at first registration. 4. In order to improve communication and trust between the UCU students and the health workers at AGHC, a feedback system needs to be developed between the two. This could be in form of regular exit interviews or questionnaires to capture and analyse suggestions and complaints. 5. It is advised that regular continuing medical education (CME) be maintained. Any issues requiring additional training, could be captured through exit interviews and considered in documenting training needs. 
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P-value = 0.001 
